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Tarek A-Z K Gaber Michael U Eshiett Intestinal obstruction due to malrotation Mr Awan and his colleagues (July 2004 JRSM 1 ) report a case of malrotation in an adult. As they point out, this condition is much more often encountered in childhood. Paediatric surgeons would not agree that the operation done in this case, with an attempt to restore normal anatomy, was the correct one. The standard operative procedure is based on that described by Ladd 70 years ago-detorsion of the volvulus, division of adhesions, broadening of the smallbowel mesentery and positioning of the duodenum down the right side of the abdomen and the caecum into the left iliac fossa. There was a brief vogue in the 1960s for stabilization, as performed by Awan and colleagues, but this was never accepted by the paediatric surgical community; indeed a study by Shier et al. 2 in 1987 confirmed that it has a higher morbidity than the Ladd procedure. As non-paediatric surgeons dealing with an adult, we took a pragmatic approach to an emergency situation. Placing the caecum in the left iliac fossa was not an option, since it had been removed, and the intestines were placed in the position in which they lay most easily. 
Richard D Spicer

Assessment of surgeons in the workplace
I welcome many of the ideas set out by Professor Rowley in his editorial (August 2004 JRSM 1 ). Clearly, assessment in the workplace is the way forward. But where does the patient come in all this? Will patients be told that a junior surgeon will be performing their operation and that a more senior one will be assessing them as they do it? Surely these assessments should not be done until the patient has given explicit and informed consent. In one study only 38% of teaching hospitals in the United States informed patients that students would be involved in their care. 2 Do we do any better when junior surgeons are involved? Some people may argue that society as a whole will benefit as a result of better assessment of surgical skills. But it should be up to the patient as an individual to decide whether or not to contribute to society in this way. How would we feel if it was a member of our own family? A study by Diekema et al. 3 showed that children of doctors were less likely to see trainees than other children attending an emergency department. 
